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Abstract
Dystonia is characterized by abnormal posturing due to sustained muscle contraction,

which leads to pain and significant disability. New therapeutic targets are needed in this dis-

order. The objective of this randomized, sham-controlled, blinded exploratory study is to

identify a specific motor system target for non-invasive neuromodulation and to evaluate

this target in terms of safety and tolerability in the cervical dystonia (CD) population. Eight

CD subjects were given 15-minute sessions of low-frequency (0.2 Hz) repetitive transcra-

nial magnetic stimulation (rTMS) over the primary motor cortex (MC), dorsal premotor

cortex (dPM), supplementary motor area (SMA), anterior cingulate cortex (ACC) and a

sham condition with each session separated by at least two days. The Toronto Western

Spasmodic Torticollis Rating Scale (TWSTRS) score was rated in a blinded fashion immedi-

ately pre- and post-intervention. Secondary outcomes included physiology and tolerability

ratings. The mean change in TWSTRS severity score by site was 0.25 ± 1.7 (ACC), -2.9 ±

3.4 (dPM), -3.0 ± 4.8 (MC), -0.5 ± 1.1 (SHAM), and -1.5 ± 3.2 (SMA) with negative numbers

indicating improvement in symptom control. TWSTRS scores decreased from Session

1 (15.1 ± 5.1) to Session 5 (11.0 ± 7.6). The treatment was tolerable and safe. Physiology

data were acquired on 6 of 8 subjects and showed no change over time. These results sug-

gest rTMS can modulate CD symptoms. Both dPM and MC are areas to be targeted in

further rTMS studies. The improvement in TWSTRS scores over time with multiple rTMS

sessions deserves further evaluation.
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Introduction
After Parkinson disease and essential tremor, dystonia is the third most common movement
disorder. It is characterized by abnormal posturing due to sustained muscle contractions,
which not only leads to pain but also often causes significant disability in activities of daily liv-
ing such as driving and reading. Primary focal dystonia such as cervical dystonia (CD) affects
both genders and all ethnicities and races. The current gold standard treatment of botulinum
toxin injections has limitations—painful, frequent injections as well as expected adverse events,
which can include dysphagia, neck weakness, voice changes and fatigue [1]. In addition, many
CD patients do not have relief of their symptoms for the entire treatment period as the effect
“wears off” prior to the next injection. Employment is affected by CD and in one study, a large
percentage of patients were not employed even with standard treatment [2]. New therapies and
new therapeutic targets are urgently needed in this disorder.

Previous work implies that CD is a neurofunctional disorder arising from abnormalities of
neural connectivity or plasticity, rather than being caused by neurodegeneration [3]. The func-
tional rather than structural nature of the disorder raises the possibility that symptoms of CD
can be persistently modified through noninvasive means. Several trials using low-frequency re-
petitive transcranial magnetic stimulation (rTMS) over the premotor cortex have shown mod-
ulation of symptoms in focal hand dystonia (FHD) [4–7]. In one pilot study, patients with
secondary dystonia received low-frequency rTMS over the premotor cortex and showed signif-
icant improvement in painful spasms in proximal and axial musculature [8]. A subsequent
case report demonstrated a 50% reduction in CD symptoms in a patient who had received a
course of low-frequency rTMS over the premotor cortex, and the effects were sustained for
four months [9]. Our previous work has also identified an abnormal premotor-motor interac-
tion in patients with focal dystonia in both writer’s cramp [10,11] and CD [12]. Thus, the pre-
motor cortex may be an appropriate target for therapeutic intervention. The motor cortex
(MC) has also been evaluated as a therapeutic site. Low-frequency rTMS over the MC in a
single session showed a decrease in writing pressure in writer’s cramp patients [13].

Given these results in the FHD population, we proposed this randomized, sham-controlled,
blinded exploratory pilot study to identify a specific motor system target and to evaluate this
target in terms of safety and tolerability in the CD population.

Materials and Methods

Participants
The protocol for this trial and supporting CONSORT checklist are available as supporting in-
formation; see S1 CONSORT Checklist and S1 Protocol. We enrolled 9 CD patients (5 men)
with mean age 53 years (standard deviation (SD) 16) (Table 1). As there was no prior data on
the influence of rTMS on patients with CD using our primary outcome measure, we were not
able to calculate a formal sample size and thus estimated that enrolling approximately 7 pa-
tients would be a reasonable approach for an exploratory trial. Patient recruitment began June
1, 2013 and patient follow-up was completed by July 31, 2014. Eight CD patients completed
the study. One patient withdrew after enrolling, but prior to beginning any study intervention,
due to an unexpected move out of state (Fig 1). The study intervention began at 8 weeks after
their usual care botulinum toxin injection. All subjects met inclusion criteria: 1) patients with
idiopathic cervical dystonia; 2) age 18 years or older; 3) normal findings in the medical history,
physical and neurological examination, except for dystonia; and 4) last treatment with botuli-
num toxin more than two months prior to first intervention. All subjects did not have any ex-
clusion criteria: 1) history of seizure disorder; 2) pregnancy- a pregnancy test will be performed
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for women of childbearing potential; 3) symptoms of a clinically relevant illness in the 4 weeks
before the first study day, including history of any other neurological disorders or conditions
requiring the use of anti-depressants that are known to increase seizure threshold, neuroleptic
medication, anticholinergic drugs and muscle relaxants with the exception of benzodiazepines;
4) history of neuroleptic medications/ prior use of neuroleptics; and 5) presence of pacemaker,
implanted medical pump, metal plate or metal object in skull or eye. They all signed an in-
formed consent. The study was approved by the University of New Mexico Health Sciences
Center Institutional Review Board.

Study Design
Study Events. A non-contrasted anatomical brain magnetic resonance imaging (MRI) was

performed for each subject prior to the first study day for registration in the neuronavigation
system. The rTMS interventions were guided by a neuronavigation system (Brainsight) to en-
sure consistent placement of coil from session to session (Fig 2).

At the beginning of each session, participants were seated in a comfortable chair in the Non-
invasive Neurostimulation Lab at the Unviersity of NewMexico and underwent a standardized,
scripted videotaping for use by the blinded reviewer in rating their TWSTRS severity score.
After videotaping, participants had electrodes applied over the right first dorsal interosseous
(FDI) muscle as described below. Earplugs and cap were placed. Registration with the

Table 1. Demographic, clinical features and baseline severity by participant and by group.

SUBJECT AGE^ SEX DISEASE DURATION^ BASELINE TWSTRS

I. SEVERITY II. DISABILITY III. PAIN TOTAL

1 33 M 2 20 12 4.25 36.25

CLINICAL FEATURES: LEFT TURN, RIGHT TILT, RIGHT SHOULDER
ELEVATION

2 60 M 7 9 9 7.75 25.75

CLINICAL FEATURES:
ANTEROCOLLIS (DOUBLE CHIN)

3 67 F 16 8 8 0 16

CLINICAL FEATURES: RETROCOLLIS WITH DYSTONIC TREMOR

4 31 M 4 14 0 0 14

CLINICAL FEATURES: RIGHT TURN, RIGHT SHOULDER
ELEVATION, LEFT LATERAL SHIFT

5 55 F 7 21 4 15.5 57.5

CLINICAL FEATURES: LEFT TURN, RETROCOLLIS, DYSTONIC
TREMOR

6 41 M 7 20 13 13.75 46.75

CLINICAL FEATURES: RIGHT TURN, RIGHT SHOULDER
ELEVATION

7 65 F 20 12 4 6.25 22.25

CLINICAL FEATURES: RIGHT TURN, RETROCOLLIS, DYSTONIC
TREMOR

8 72 M 4 16 22 12 50

CLINICAL FEATURES:
ANTEROCOLLIS

GROUP 53 (16) 8.3 (6.3) 15 (5.1) 9 (6.8) 7.4 (6) 33.6 (16.5)

^ in years

doi:10.1371/journal.pone.0124937.t001
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Fig 1. Consort diagram. *Prior to enrolment, a randomization schedule was created by random sorting of the five rTMS sites for each subject. All 8 subjects
each received rTMS to five separate sites including sham over the course of the trial. (See Table 2 for the randomized order of interventions by subjects).

doi:10.1371/journal.pone.0124937.g001
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neuronavigation system was completed and then the hotspots were identified (as described
below) for the MC and dPM. These locations were saved in the neuronavigation system for fu-
ture reference. Depending on the randomization schedule, additional anatomical sites were de-
termined. Neurophysiologic testing (dorsal premotor-motor cortical inhibition (dPMI) and
cortical silent period (CSP)) was performed. The rTMS session was completed. Following
rTMS, the neurophysiologic parameters were immediately re-assessed. The cap was removed
and the participant was filmed again for blinded rating. Assessment for tolerability and safety
were completed immediately after the session. The interval between intervention sessions was
at least two days.

Primary outcome measure. The primary outcome measure was the change in the Toronto
Western Spasmodic Torticollis Rating Scale (TWSTRS) severity subscore from baseline to after
each of the rTMS interventions, including sham. The order of videos was randomized by ran-
dom sorting and the blinded rater was not aware of the treatment assignments for the particu-
lar video.

rTMS. The principal investigator (SPR) and research coordinator enrolled subjects. The
subjects were not told of their randomization assignment ordering. The sham was delivered
with a double 70mm air cooled coil identical to the active coil, including giving an auditory sig-
nal with each pulse. Each subject underwent five rTMS sessions at least two days apart to com-
plete the trial. The site order was randomized for each participant as described in Fig 1. The

Fig 2. Scalp and cortical reconstructions. A) Scalp reconstruction of subject showing scalp locations of
TMS hotspot targets by site (green = MC, blue = dPM, orange = SMA, pink = ACC). B)Cortical surface
reconstruction of same subject showing same locations targeted (note that the arrows are suspended above
the brain as they are marking the scalp locations of stimulation). C)Cortical surface reconstruction showing
session to session consistency over targets (light blue = session 1 and red = session 3).

doi:10.1371/journal.pone.0124937.g002

Table 2. Demographic, clinical features and baseline severity, and raw TWSTRS severity scores by participant.

SUBJECT INTERVENTION

1 2 3 4 5

PRE POST PRE POST PRE POST PRE POST PRE POST

1 MC SMA SHAM dPM ACC

20 20 20 17 19 16 9 3 3 3

2 ACC MC dPM SHAM SMA

9 9 9 7 7 5 5 5 5 5

3 dPM SMA SHAM MC ACC

8 8 8 8 8 8 8 8 4 4

4 SMA SHAM ACC MC dPM

14 14 14 14 14 14 13 4 14 5

5 SHAM dPM MC SMA ACC

21 21 21 21 21 21 21 21 21 21

6 ACC dPM SMA SHAM MC

20 18 20 20 20 20 20 20 20 20

7 SHAM MC dPM ACC SMA

12 12 12 11 12 11 7 7 7 7

8 ACC SMA MC SHAM dPM

16 20 17 8 20 8 21 20 21 16

GROUP 15 (5) 15.3 (5.2) 15.1 (5.1) 13.3 (5.6) 15.1 (5.7) 12.9 (5.7) 13 (6.7) 11 (7.9) 11.9 (8) 10.1 (7.6)

doi:10.1371/journal.pone.0124937.t002
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five sites were anterior cingulate cortex (ACC), dorsal premotor cortex (dPM), motor cortex
(MC), sham over dPM (SHAM), and supplementary motor area (SMA) (See Table 1 for order
of sites by participant). All sites were over the left hemisphere. For each session, rTMS was de-
livered at 0.2Hz at 85% of resting motor threshold (RMT) for 15 minutes (for a total of 180
pulses) using a Magstim Rapid2 stimulator (Magstim Co., Whitland, Dyfed, UK) with a double
70mm air cooled coil held with handle pointing backward and laterally at a 45-degree angle
away from the midline.

dPMI. Surface gold electromyography (EMG) electrodes were placed on the right FDI
muscle in a bipolar montage. The EMG signal was amplified using a conventional EMGma-
chine (Nicolet Viking) with bandpass between 10 and 2000 Hz, digitized at a frequency of 5
kHz and fed into a computer for off-line analysis. The resting motor threshold (RMT) was de-
termined over the primary motor cortex corresponding to the right (dominant) FDI. The coil
over dPM was placed 2 cm anterior and 1 cm medial to the “hotspot” for FDI. With both coils
placed, RMT and active motor threshold (AMT) during a 10% maximum voluntary contrac-
tion of FDI as measured by force transducer, were determined to the nearest 1% of stimulator
output.

Two Magstim 2002 stimulators (Magstim Co., Whitland, Dyfed, UK), connected to two
custom figure 8 coils with an inner loop diameter of 35 mm, were used. The motor cortex coil
corresponding to the FDI “hotspot” was placed tangential to the scalp with handle pointing
backward and laterally at a 45-degree angle away from the midline. The dPM coil was oriented
to produce current in an anterior-to-posterior direction [10]. The coils overlapped slightly with
the dPM coil contacting the scalp and the MC coil elevated. At least 24 motor evoked potentials
(MEPs) (12 test pulses and 12 conditioning + test pulses delivered randomly) were collected
from the right FDI at rest. The interstimulus interval (ISI) between the conditioning dPM TMS
pulse and the test motor TMS pulse was 6 msec [11]. The intensity of the conditioning pulse
was at 90% of AMT and the test intensity was 120% of RMT [11].

CSP. With the test pulse at 120% of RMT over the MC, at least 5 MEPs were collected
from the right FDI at 10% maximum voluntary contraction. Off-line, the cortical silent period
(CSP) durations were determined from the onset of the TMS test pulse artifact through the
MEP to the resumption of EMG activity.

Safety and Tolerability. Participants were assessed immediately post-intervention for side
effects or adverse events. Patients were asked to report tolerability of the study intervention on
a 0 to 10 point scale where 0 represented completely tolerable and 10 represented completely
intolerable.

Statistical Analysis
The comparison of the primary outcome measure, the TWSTRS score before and after the in-
terventions, and of the secondary outcome measures was calculated for each intervention sepa-
rately. The change in scores was analyzed using the Kruskal-Wallis test, which is a non-
parametric version of a one-way analysis of variance since the distributions were found not to
be normal. To test the primary hypothesis that a particular stimulation site had greater effect
than non-specific activation of the motor system, change in TWSTRS severity score pre- to
post-intervention was analyzed by site. For the secondary outcomes (e.g. neurophysiology
data), we paired CSP durations for pre-session 1 and pre-session 5 by paired t-test and similarly
for percent dPMI (SAS version 9.3, Cary, NC, USA). P values less than 0.05 were considered
as significant.

In a post-hoc analysis, the averaged TWSTRS severity score from Session 1 to Session 5 was
compared to a historical control population using a one-sample Wilcoxon signed rank test
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given that the data were not normally distributed [14]. We compared this improvement in CD
symptoms over time (indicated by lower TWSTRS severity score) to the natural history of wan-
ing botulinum toxin therapeutic effect from 8 week post-injection TWSTRS (corresponding to
our Session 1 timing) to 12 week post-injection TWSTRS (corresponding to Session 5 timing).
We used historical data from Comella, et al. (2011), which provides TWSTRS severity score
data from these same corresponding time points (14.9 and 17.9, respectively) [14]. In addition,
our study group had a mean TWSTRS severity score of 15.1 at the 8-week baseline, which is
comparable to the Comella et al., 2011 group showing a TWSTRS score of 14.9 at 8 weeks—
suggesting similar severity of CD in both studies [14]. P values less than 0.05 were considered
as significant.

Results

TWSTRS Severity Score by Stimulation Site
The change in pre- to post-TWSTRS severity score was calculated for each site (with a positive
change indicating worsening of symptoms and a negative change indicating improvement in
symptoms) (n = 8). The mean change (± SD) in TWSTRS severity score by site was 0.25 ± 1.7
(ACC), -2.9 ± 3.4 (dPM), -3.0 ± 4.8 (MC), -0.5 ± 1.1 (SHAM), and -1.5 ± 3.2 (SMA). Boxplots
are shown in Fig 3. All sites, except ACC, showed improvement in TWSTRS scores with the
greatest improvement seen over dPM and MC. The pre-post change seen over dPM and MC
were not significantly different (p>0.05). As the result was not significant, multiple compari-
sons were not performed and the p-values are presented unadjusted.

TWSTRS Severity Score over time
A one-sample Wilcoxon signed rank test of the averaged TWSTRS severity score from Session
1 to Session 5 compared to the historical control change from 8 weeks to 12 weeks-post

Fig 3. Boxplots of change in TWSTRS severity score by stimulation site showing greatest
improvement over dPM andMC. A box in the boxplot represents first quartile to the third quartile with the
median as the centerline. The outliers are represented by circles and the mean value as a cross.Note that
the ACC boxplot is collapsed since the first quartile is equal to the third quartile.

doi:10.1371/journal.pone.0124937.g003
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injection revealed a significant difference between the improvement seen in our study com-
pared to the wane of the clinical benefit of botulinum toxin over that 4 week interval
(p = 0.008) (Fig 4).

Neurophysiology Testing
dPMI is presented as a percentage of dPM conditioned motor evoked potential (MEP) ampli-
tude to unconditioned (test) MEP amplitude (a percentage less than 100 indicates inhibition).
We were able to record dPMI measures in 6 of the 8 subjects—in two subjects, the MEP ampli-
tudes were<500μV even at maximum stimulator amplitude with the custom coils. Four of the
six subjects exhibited enhanced dPMI (<100%) and two showed excitation (Fig 5). There was
no difference in immediate pre- and post-intervention by session. There was also no cumula-
tive effect over time seen when comparing pre-Session 1 dPMI (mean 103.4%, SD 58.4) to pre-
Session 5 dPMI (mean 99.6%, SD 45.5) (Fig 5).

Similarly, CSP durations (in ms) did not change significantly in the immediate pre- to post-
intervention interval nor when comparing durations from pre-Session 1 (mean 120.0 ms, SD
34.1) to pre-Session 5 (mean 129.5 ms, SD 37.3) (n = 8) (Fig 5).

Safety and Tolerability
All participants completed all intervention sessions. There were no adverse events reported.
Overall the interventions were tolerable to the participants (mean tolerability score 1.3, SD 1.6,
range 0–4.8). There were no significant differences in tolerability by site: ACC (1.6, SD 2.8),
dPM (1.5, SD 2.7), MC (1.6, SD 1.8), SHAM (0.8, SD 1.0), and SMA (0.9, SD 1.1).

Discussion
rTMS over premotor and motor sites improved dystonia symptoms as measured by lower
TWSTRS scores showing decreased severity. Both MC and dPM showed the largest change in

Fig 4. Change in TWSTRS severity score as a function of time shown from Session 1 to Session 5.
Individual subject data shown as well as study group mean data shown in blue line. Red line represents
historical control data from Comella et al., 2011 [14] showing similar severity scores at Week 8 post-
botulinum toxin injection (study Session 1). *p = 0.01.

doi:10.1371/journal.pone.0124937.g004
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the pre- to post-intervention TWSTRS rating. The stimulation was confined to the left
hemisphere and showed benefit even though the neck muscles involved in CD can have both
unilateral (e.g. trapezius) and bilateral (e.g. sternocleidomastoid) innervation [15]. This study
provides proof-of-principle evidence that the same targets (MC and dPM) used in FHD are
reasonable targets for further study in the CD population [4–8]. Moreover, all participants who
began the interventions were able to complete all sessions and found it tolerable and safe.

Although encouraging, there are limitations to the interpretation of this study given the
small sample size and these findings need to be replicated in a larger trial. In terms of reaching
our target sites, we did attempt to target the ACC during this study, but it is possible that we
were not able to reach this target with the figure-of-8 air cooled coil used in this study. There-
fore we cannot draw a firm conclusion that ACC is not a potential therapeutic site, especially if
an alternative coil was used for the targeting. Our choice of targets was based on previous stud-
ies that had been shown to be potentially therapeutic in focal dystonia; however, a recent case
report described a new potential site, the left posterior parietal cortex, which was not examined
in this study [16]. Remote targeting is another potential avenue of therapy to explore.

The trend, in one patient, to have a positive sham response is worth mentioning. One other
subject had an even smaller (1 point in the TWSTRS score) to sham stimulation. Possible ex-
planations for the sham response in these individuals include a placebo effect or a sustained
benefit of sitting in a chair with their head touching the back of the chair during the rTMS ses-
sion—a common sensory trick for many patients with cervical dystonia [17]. We also cannot
exclude the possibility of a mild therapeutic effect as a result of the physiologic testing pre- and
post-intervention affecting the sham condition. However, this was seen only in one subject and
did not seem to have a significant effect on our findings.

In terms of the neurophysiologic data, we had previously shown in FHD patients [11] and
recently in CD patients [12], enhanced dPMI compared to a healthy control population. In this
current study four of our six subjects did show dPMI values< 100% as seen in our previous
work. There was no significant effect change in dPMI over time. We did not power the study to
detect change in these secondary outcomes and thus our ability to conclude that there was no
effect on dPMI by the rTMS is limited. In addition, we have shown previously that patients

Fig 5. dPMI expressed as a percentage (MEP amplitude conditioned+test/MEP amplitude test alone
*100) from pre-Session 1 and pre-Session 5. CSP durations shown in msec from pre-Session 1 and pre-
Session 5.

doi:10.1371/journal.pone.0124937.g005
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with CD had shorter CSP than healthy controls suggestive of a loss of motor inhibition [12]. In
our small population, the CSP at the pre-Session 5 was almost 10 msec longer than at the be-
ginning of the trial but was not significantly different. Although these physiologic parameters
did not seem to be effective surrogate markers in this exploratory trial, they may lend them-
selves to further examination in a larger study.

The most promising (and unexpected) finding in this study was the reduction in TWSTRS
severity over time, suggesting a cumulative effect of rTMS sessions. Since the subjects were
studied 8 weeks after the last botulinum injection, it is expected that the TWSTRS scores would
worsen over time due to the waning of the effects of botulinum toxin. Seven of the eight sub-
jects had maintenance or improvement in symptoms over the study duration. Only one subject
approximated the natural history of therapeutic duration of botulinum toxin injection with
gradual worsening in his TWSTRS score (although he showed immediate changes in TWSTRS
score with several of the interventions administered) (Table 1). This yields support for a further
exploratory, multisite Phase II trial to identify whether rTMS has the potential to step into the
treatment gap seen with current therapy.

Conclusions
This exploratory trial using low-frequency rTMS in CD showed immediate pre- and post-inter-
vention improvements in TWSTRS severity—maximal over MC and dPM. TWSTRS severity
scores were significantly lower at the end of the trial compared to the expected wane of botuli-
num toxin benefit during the treatment period. The intervention was tolerable and safe. These
data support further study of this potential treatment in a larger population.

Supporting Information
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(DOC)

S1 Protocol. Trial protocol.
(DOC)

Acknowledgments
We would like to thank Meg Radigan for her efforts as coordinator for this study and the pa-
tients who kindly volunteered to participate. We would like to thank Clifford Qualls, PhD for
his statistical expertise and Ashley Wegele for her help with the figures and tables.

Author Contributions
Conceived and designed the experiments: SPR RC. Performed the experiments: SPR ST. Ana-
lyzed the data: SPR ST RC. Contributed reagents/materials/analysis tools: SPR RC. Wrote the
paper: SPR ST RC.

References
1. Batla A, Stamelou M, Bhatia KP. Treatment of focal dystonia. Curr Treat Options Neurol. 2012; 14:213–

229. doi: 10.1007/s11940-012-0169-6 PMID: 22415705

2. Skogseid IM, Roislien J, Claussen B, Kerty E. Long-term botulinum toxin treatment increases employ-
ment rate in patients with cervical dystonia. Mov Disord. 2005; 20:1604–1609. PMID: 16114026

3. Breakefield XO, Blood AJ, Li Y, Hallett M, Hanson PI, Standaert DG. The pathophysiological basis of
dystonias. Nat Rev Neurosci. 2008; 9:222–234. doi: 10.1038/nrn2337 PMID: 18285800

rTMS in Cervical Dystonia

PLOS ONE | DOI:10.1371/journal.pone.0124937 April 29, 2015 11 / 12

http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0124937.s001
http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0124937.s002
http://dx.doi.org/10.1007/s11940-012-0169-6
http://www.ncbi.nlm.nih.gov/pubmed/22415705
http://www.ncbi.nlm.nih.gov/pubmed/16114026
http://dx.doi.org/10.1038/nrn2337
http://www.ncbi.nlm.nih.gov/pubmed/18285800


4. Siebner HR, Filipovic SR, Rowe JB, Cordivari C, Gerschlager W, Rothwell JC, et al. Patients with focal
arm dystonia have increased sensitivity to slow-frequency repetitive TMS of the dorsal premotor cortex.
Brain. 2003; 126;2710–2725. PMID: 12937071

5. Murase N, Rothwell JC, Kaji R, Urushihara R, Nakamura K, Murayama N, et al. Subthreshold low-fre-
quency repetitive transcranial magnetic stimulation over the premotor cortex modulates writer’s cramp.
Brain. 2005; 128:104–115. PMID: 15483042

6. Borich M, Arora S, Kimberley TJ. Lasting effects of repeated rTMS application in focal hand dystonia.
Restor Neurol Neurosci. 2009; 27:55–65. doi: 10.3233/RNN-2009-0461 PMID: 19164853

7. Kimberley TJ, Borich MR, Arora S, Siebner HR. Multiple sessions of low-frequency repetitive transcra-
nial magnetic stimulation in focal hand dystonia: clinical and physiological effects. Restor Neurol Neu-
rosci. 2013; 31:533–542. doi: 10.3233/RNN-120259 PMID: 23340117

8. Lefaucheur JP, Fenelon G, Menard-Lefaucheur I, Wedling S, Nguyen JP. Low-frequency repetitive
TMS of premotor cortex can reduce painful axial spasms in generalized secondary dystonia: a pilot
study of three patients. Neurophysiol Clin. 2004; 34:141–145. PMID: 15501683

9. Allam N, Brasil-Neto JP, Brandao P, Weiler F, Barros Filho J, Tomaz C. Relief of primary cervical dysto-
nia symptoms by low frequency transcranial magnetic stimulation of the premotor cortex: case report.
Arq Neuropsiquiatr. 2007; 65:697–699. PMID: 17876418

10. Beck S, Houdayer EP, Pirio Richardson S Hallett M. The role of inhibition from the left dorsal premotor
cortex in right-sided focal hand dystonia. Brain Stimul. 2009; 2:208–214. doi: 10.1016/j.brs.2009.03.
004 PMID: 20633420

11. Pirio Richardson S, Beck S, Bliem B, Hallett M. Abnormal dorsal premotor-motor inhibition in writer’s
cramp. Mov Disord. 2014; 29:797–803. doi: 10.1002/mds.25878 PMID: 24710852

12. Pirio Richardson S. Enhanced dorsal premotor-motor inhibition in cervical dystonia. Clin Neurophysiol.
2014 Oct 25. Pii: S1388-2457(14)00680-4. doi: 10.1016/jclinph.2014.10.140 [Epud ahead of print]

13. Siebner HR, Tormos JM, Ceballos-Baumann AO, Auer C, Catala MD, Conrad B, et al. Low-frequency
repetitive transcranial magnetic stimulation of the motor cortex in writer’s cramp. Neurology. 199;
52:529–537. PMID: 10025782

14. Comella CL, Jankovic J, Truong DD, Hanschmann A, Grafe S. U.S. XEOMIN Cervical Dystonia Study
Group. Efficacy and safety of incobotulinumtoxinA (NT 201, XEOMIN, botulinum neurotoxin type A,
without accessory proteins) in patients with cervical dystonia. J Neurol Sci. 2011; 308:103–109. doi: 10.
1016/j.jns.2011.05.041 PMID: 21764407

15. Nijmeijer SWR, Koelman JHTM, Kamphius DJ, Tijssen MAJ. Muscle selection for treatment of cervical
dystonia with botulinum toxin—a systematic review. Parkinsonism Relat Disord. 2012; 18:731–736.
doi: 10.1016/j.parkreldis.2012.04.005 PMID: 22575237

16. Ricci R, Salatino A, Siebner HR, Mazzeo G, Nobili M. Normalizing biased spatial attention with parietal
rTMS in a patient with focal hand dystonia. Brain Stimul. 2014; 7:912–914. doi: 10.1016/j.brs.2014.07.
038 PMID: 25178660

17. Ramos VF, Karp BI, Hallett M. Tricks in dystonia: ordering the complexity. J Neurol Neurosurg Psychia-
try. 2014; 85:987–993. doi: 10.1136/jnnp-2013-306971 PMID: 24487380

rTMS in Cervical Dystonia

PLOS ONE | DOI:10.1371/journal.pone.0124937 April 29, 2015 12 / 12

http://www.ncbi.nlm.nih.gov/pubmed/12937071
http://www.ncbi.nlm.nih.gov/pubmed/15483042
http://dx.doi.org/10.3233/RNN-2009-0461
http://www.ncbi.nlm.nih.gov/pubmed/19164853
http://dx.doi.org/10.3233/RNN-120259
http://www.ncbi.nlm.nih.gov/pubmed/23340117
http://www.ncbi.nlm.nih.gov/pubmed/15501683
http://www.ncbi.nlm.nih.gov/pubmed/17876418
http://dx.doi.org/10.1016/j.brs.2009.03.004
http://dx.doi.org/10.1016/j.brs.2009.03.004
http://www.ncbi.nlm.nih.gov/pubmed/20633420
http://dx.doi.org/10.1002/mds.25878
http://www.ncbi.nlm.nih.gov/pubmed/24710852
http://dx.doi.org/10.1016/jclinph.2014.10.140
http://www.ncbi.nlm.nih.gov/pubmed/10025782
http://dx.doi.org/10.1016/j.jns.2011.05.041
http://dx.doi.org/10.1016/j.jns.2011.05.041
http://www.ncbi.nlm.nih.gov/pubmed/21764407
http://dx.doi.org/10.1016/j.parkreldis.2012.04.005
http://www.ncbi.nlm.nih.gov/pubmed/22575237
http://dx.doi.org/10.1016/j.brs.2014.07.038
http://dx.doi.org/10.1016/j.brs.2014.07.038
http://www.ncbi.nlm.nih.gov/pubmed/25178660
http://dx.doi.org/10.1136/jnnp-2013-306971
http://www.ncbi.nlm.nih.gov/pubmed/24487380


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


